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We do not .know how far the growth itself may have been the cause of 
this change. 

2d. Pathologists have thus far been of the opinion that sarcoma does 
not invade cartilaginous tissue. Our case distinctly proves the error of 
such absolute assertion. 

• Further: This question presents itself: Did the laryngeal growth have 
its origin in the mucous or submucous layer (as is very common, and as 
we have taken for granted in these remarks already before receiving Dr. 
Bull’s later communication), or did it really begin in the cartilaginous tis¬ 
sue, of which many of the normal cells were found to be atrophied or to 
have disappeared altogether? 1 

The reply to this, it is perhaps impossible to give at present in a very 
decided manner. Still the great thickening of the perichondrium, and 
hypertrophy of its connective tissue, the density and resistance of the car¬ 
tilage itself, taken in connection with “the marked vascular development 
and general infiltration of the same round and fusiform cells that existed 
in the neoplasm,” render the latter hypothesis, to our mind, more than 
probable. 
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Art. X. —Epithelioma of the Larynx; Stricture of the Oesophagus, 
Ventral Hernia, Abdominal Tumour, and Pendulous Belly; Opera¬ 
tion; Death. By Samuel C. Busey, M.D., one of the Physicians to 
the Children’s Hospital, and Physician-in-charge of Diseases of Children 
at the Columbia Hospital Dispensary, Washington, D. C. (With two 
wood-cuts.) 

In June, 1814, I was requested to see Mrs. M., widow, white, ®t. 74, 
who was suffering from complete aphonia and dysphagia. The aphonia 
had its beginning in a severe cold four years previously, slight at first, but 
gradually and continually growing worse, became complete during the 
winter of 1873-74. The dysphagia, now so complete that but little solid 
food could be taken, and only very slowly and with very great difficulty, 
began long after the loss of voice, and only seriously interfered with the 
natural function, during the past six months. Dyspnoea was very marked. 
Inspiration and expiration were noisy and laboured, yet oxygenation seemed 
complete. She weighed about 200 pounds, was very fat, could walk but 
a few steps without assistance. Complains of loss of power in the lower 
extremities, and inability to maintain the erect posture, yet usually sat most 
of the day in an easy chair, and slept comfortably in a semi-recumbent 
posture. Appetite good, aud notwithstanding the difficult deglutition, 
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she took sufficient food. Was cheerful and very anxious to be cured of the 
aphonia, which a physician had informed her was due to thickening of the 
epiglottis and would eventually prove fatal. For a number of years she 
had suffered from ventral hernia, and recently, in consequence of a sudden 
attack of severe pain to the right of the umbilicus, had discovered a tumour 
in the abdomen. It was hard, movable, oblong, very firm, and but slightly 
sensitive. To these unfavourable symptoms were added the annoyances of 
a pendulous belly, which hung in an immense fold over the pubis, subject¬ 
ing her to the constant irritation and excoriation of the opposing cuta¬ 
neous surfaces. 

A few days subsequent to my first interview, accompanied by my friend 
Dr. Charles E. Hagner, a laryngoseopic examination was made, resulting 
in the discovery of a tumour attached to the right vocal cord. The patient 
insisted that an effort should be made to remove it, and assured us she was 
quite equal to the undertaking. Having removed to the country for the 
summer, we decided to defer any operative procedure until her return to 
the city. During the months of July and August, the dysphagia and 
dyspnoea gradually increased, the latter seeming occasionally to be some¬ 
what ameliorated under the treatment with astringent atomization, but 
the dysphagia progressed uninterruptedly until only liquids in very small 
quantities, a few drops at a time, could be taken with very great difficulty 
and very slowly. Attempts to swallow usually produced violent and 
alarming paroxysms of dyspnoea. About August 20th, she was seized with 
bronchitis, which under treatment by inhalation improved, but never 
entirely subsided. From this time she lost strength and flesh rapidly, and 
the paroxysms of dyspnoea became so frequent that her friends insisted 
that some effort should be made to relieve her suffering. 

September 9th, I invited Dr. Drinkard to see the patient with Dr. 
Hagner and myself with the view of revising the diagnosis, and to deter¬ 
mine the proper remedial resource. The growth springing from the right 
vocal cord, ulcerated at its apex and perhaps malignant, was readily re¬ 
cognized, and the conclusion was unanimous that laryngotomy or trache¬ 
otomy furnished the only hope of relief. It was deemed injudicious to make 
any attempt at operation through the mouth, because of the irritability of 
the fauces and pharynx, her enfeebled condition, and the manifest danger 
of asphyxia. The expediency of an immediate attempt to extract the 
tumour, after relieving the respiration by either of the proposed operations, 
was held in abeyance. The friends of the patient were fully advised of the 
certainty of death unless perchance success should crown the attempt, of 
the imminent danger attending the operation, of the more than probable 
failure of securing any permanent relief, and that there was but the bare 
hope that her distressing breathing might be relieved, and if nutriment 
could be supplied, life might be prolonged. On the 10th, Dr. Drinkard 
performed tracheotomy, a description of which I give in his own language. 

“ By the courtesy of Dr. Busey, I was entrusted with the operative manual 
in the case forming the subject of his present paper, on the afternoon of 
September 10th, assisted by himself and Drs. Eliot, Mackall, Hagner, J. 
T. Young, W. W. Johnston, and Ramsey—all of these latter gentlemen 
having coincided in the propriety of tracheotomy as a last resort for pro¬ 
longing life, and as affording a possible chance for further operative inter¬ 
ference in case circumstances should be found to favour it. With this idea 
in view, it was at first determined to make the incision—that of laryngo- 
tracheotomy—extending it through the cricoid cartilage and the upper 
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rings of the trachea—a plan modified from the necessity of the case during 
the operation—as will be seen. The general sentiment of the gentlemen 
in consultation being against the use of any anaesthetic, none was em¬ 
ployed. The cutaneous incision having been made, corresponding to that 
desired to be made in the larynx and trachea, the subcutaneous tissues were 
found to be of unusual depth—the neck of the patient being short, thick, 
and fat—and the vascular engorgement was so considerable that each at¬ 
tempt at dissection or incision of the tissues was followed by a profuse 
flow of venous blood, washing the parts and retarding the operation tea 
very annoying extent. The evidently insignificant laryngeal breathing 
space possessed by the patient, and her actually advanced condition of slow 
asphyxia, rendered it essential to guard, if possible, against any consider¬ 
able influx of blood through a tracheal opening; and the clearing away 
of the tissues over the trachea was proceeded with very slowly, the flow 
of blood being controlled at each step so far as time permitted. The 
trachea having been finally denuded, and the hemorrhage apparently 
checked, an incision was made through the two upper tracheal rings—it 
being considered that there was a better chance of completing the incision 
rapidly, by making the lower part first and extending it upwards, than by 
commencing it at a cricoid cartilage possibly well advanced towards ossifi¬ 
cation. Theoretically correct, this method of incising was within a very 
little of causing the patient’s immediate death. At the moment of pene¬ 
trating the trachea, the usual convulsive and deep respiratory movements 
took place coincidently with the unloading of the venous turgescence about 
the parts, and a literal inundation of blood over the dissection and into 
the tracheal opening—the only guide to which now was the hook in the 
crico-thyroid membrane. The sudden and excessive hemorrhage, with the 
struggle of the patient at the moment of suffocation, precluded the idea of 
any deliberate attempt at enlarging the incision upwards—the patient 
being to all intents and purposes perfectly lifeless—the point was to get 
the tube in by enlarging the incision in any way possible. This was done 
in a direction downwards, and as the patient was being raised up in bed 
by the assistants. Guided by the trachea-hook the knife was carried into 
the first opening (as was thought really by the side of it), and the incision 
prolonged downwards through the trachea. 

“Calculation having been made-only for the passage of the knife and not 
for the necessary movement of the patient, it was evident, as the tube was 
passed in, that the tracheal opening was much longer than intended ; 
though, as demonstrated afterwards, hardly too large for the requirements 
of breathing. During the few moments necessary to complete the opera¬ 
tive manual as described, there was that amount of condensed anxiety 
which has no need of description for those who have witnessed moments 
of suspended animation during surgical operations. Until the tube was 
fairly in the trachea, and a few vigorous movements of artificial respiration 
had cleaned this latter of the blood that fairly filled it, the patient’s life 
was not only questionable but actually in abeyance; and nothing but the 
prompt and perfect co-operation of the gentlemen assisting in aiding and 
maintaining respiration by position, artificial respiration, and faradization, 
could have brought about the final result of resuscitation and easy breath¬ 
ing. The tube (although the larger sized infant tube), was too small for 
the incision and too short for the depth of the trachea from the surface; 
it slipped out once, shortly after the operation, but was easily replaced, 
and by attention to the patient’s position, kept in the trachea. 
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“An hoar after the operation the blood had ceased to ooze from the 
wound, and the breathing was evidently much easier than it had, been for 
two days. It was noticeable that any attempt to close the wound around 
the flange of the tube, and thus restrict the breathing space to the calibre 
of the tube, brought on distress, difficult breathing, and breathing through 
the glottis; while perfect patency of the wound allowed the patient much 
more ease in respiration—the air passing wholly and freely through the 
tracheal opening.” 

The patient passed a quiet and apparently comfortable night, occasion¬ 
ally sleeping quietly and calmly. Several efforts were made to take liquids, 
but very little if any was swallowed. She retained the sitting posture, 
with her head slightly inclined forward. In no other position was respi¬ 
ration easy. Nourishment could not be supplied by the mouth. Injec¬ 
tions of brandy and beef-tea into the rectum, and hypodermic injection of 
whiskey were resorted to, but her strength gradually failed, and she died 
at 6 A. M. on the 12th. 


Fig. l. 



Cat from drawing by Dr. McConnel, showing the growth in the larynx. Specimen No. 1221 
Army Medical Museum, Med. series. 


At the post-mortem, made a few hours after death, it was impossible to 
pass a sound (or even a No. 9 catheter) into the oesophagus, even after 
separating the trachea from the oesophagus; not that the calibre of the 
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canal was too contracted, but an intervening septnm shut off communica¬ 
tion with the pharynx. The larynx being laid open was found to be 
occupied for nearly two-thirds of its cavity by a tumour, lobular and 
granulated in appearance, slightly excoriated at one or two points, and 
springing from the right vocal cord. In extent, it reached from the 
aryteno-epiglottidean fold to the lower limit of the sacculus, pushing for¬ 
wards beneath and by the side of the epiglottis towards the hyoid bone. 
The part of the tumour which had been most plainly visible during the 
laryngoscopic examination sprang as a semi-detached lobule from the 
main body of the tumour, at the level of the superior vocal cord, extending 
upwards towards the root of the epiglottis in the median line, and sending 
a prolongation below into the ventricle of the left side, so that the glottis 
was almost obliterated except at its posterior third, leaving a passage 
sufficient to admit a crow quill on approximation of the arytenoid carti¬ 
lage. The lower part of the tumour filled up and dilated the ventricle and 
sacculus on the right side. 

The length of the incision was one inch and one-sixteenth, seven-six¬ 
teenths of an inch, by accurate measurement, more than sufficient for the 
calibre of the trachea-tube inserted, and three-eighths of an inch more 
than would have been sufficient for its easy introduction. The five upper 
rings of the trachea were included in the incision. 

The occlusion of the passage between the pharynx and oesophagus was 
fouod to be due not only to a contraction of this latter tube, but also to 
thin valve-like folds of mucous membrane, stretched across the lower part 
of the pharynx—delicate frsena, or duplicatures, such as are seen in sym- 
blepharon, for example—these not only tending to diminish the posterior 
laryngeal space, but really almost forming a cul-de-sac. The catheter 
already used in this exploration was found to quite fill up the only space 
left between the overlapping edges of these folds. Thus, while a very 
little liquid or semi-solid food could insinuate itself into the oesophagus, 
each attempt at swallowing was followed by partial regurgitation and 
passage into the larynx of some of the returning material. 

Was any operation justifiable in this case? Now that the extent and 
nature of the obstructing growth in the larynx are definitely known, and 
the further fact that the dysphagia was due to organic stricture of the 
oesophagus, probably also malignant, it is quite manifest that the operation 
could fulfil but a single, and, perhaps, not well-founded indication, substi¬ 
tuting a death by exhaustion from inanition for a death by asphyxia. 
But the question must be considered in the light of the clinical observations, 
and the issue turns upon a consideration of the advanced age of the 
patient, her physical condition and probable malignant character of the 
growth, studied in connection with the dysphagia and the abdominal 
tumour. The coexistence of a tumour in the larynx, stricture of the 
oesophagus, and an abdominal tumour, might have justified the opinion 
that all were alike malignant; but for this, perhaps, remarkable co¬ 
incidence of three distinct morbid phenomena, there were no other clinical 
observations, either objective or subjective, which would have determined 
the fact, and even conceding the malignancy of the laryngeal growth, 
operative procedure with the view to its removal would not necessarily 
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have been contraindicated. The expediency should have been determined 
by the other concomitant circumstances, for epitheliomata have been suc¬ 
cessfully removed from the larynx; and I believe as a rule, preliminary to 
any operative procedure to remove the laryngeal growth, tracheotomy or 
laryngotomy has been performed. In this case the organic stricture of 
the oesophagus, which was not positively recognized during the life of the 
patient, presented the chief obstacle to success. No attempt was made 
previous to the operatiou to eliminate this doubt, because of the danger 
of interfering with the embarrassed respiration by the introduction of a 
bougie into the oesophagus, and surely this danger was not exaggerated, 
for the morbid specimen very conclusively demonstrates the fact that but 
very little pressure upon the larynx would have been sufficient to close the 
very small aperture through which the patient respired. Admitting, for 
the sake of the argument, that the organic nature of the oesophageal 
stricture was a logical deduction, and a fair clinical inference from a com¬ 
prehensive appreciation and analysis of all the phenomena, would not 
tracheotomy have been justified with the object of removing the threatening 
complication, so that the impending danger could have been deferred, and 
sufficient time secured to make a satisfactory exploration ? It is quite 
satisfactory to those present to feel assured that the patient’s life was pro¬ 
longed, though but for one day, by the operation. 


Fi*. 2. 



The only remaining contraindication relates to the advanced age of 
the patient, and is valid only so far as the presence of calcareous degene- 
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ration would have enhanced the difficulty and danger of the incision through 
the cartilages. Happily there is no evidence of any such change, and the 
case becomes peculiarly instructive, inasmuch as it furnishes an exception 
to the accepted rule that ossification of the cartilages of the larynx necces- 
sarily pertains to advanced age, and is a further confirmation of the view 
maintained by Dr. Hunt in his paper on “ Fractures of the Larynx and 
Rupture of the Trachea.” 1 

Gilewski 2 insists, that, besides the technical objections to operations upon 
the larynx of old persons, there is “fear of the ready occurrence of peri¬ 
chondritis and even suppuration,” but I apprehend this danger is too re¬ 
mote to be valued as a contraindication, when suffocation is impending. 

Fig. 2 represents a microscopic section of the laryngeal growth. (From 
a drawing by Dr. McM.) 


Art. XI. — Observations on some Syphilitic Lesions of the Eye, with 
Gases. By Charles S. Bull, A. M., M. D., Ophthalmic Surgeon to 
Charity Hospital, Assistant Surgeon to the N. Y. Eye Infirmary, 
Microscopist to the Manhattan Eye and Ear Hospital. 

When one of the tissues or coats of the eye becomes inflamed, it is not 
uncommon for the inflammation to extend to some of the other coats, and 
this is usually the case when there is a direct vascular connection between 
the parts, as between the optic nerve, retina, and choroid; o», where the 
connection is very intimate, owing to similarity of structure, as between 
the iris and ciliary body, or between the latter and the choroid. In the 
case of a constitutional affection like syphilis, the poison sometimes 
attacks several parts simultaneously. For this reason it is always well, 
in cases of syphilitic iritis, to examine the fundus with the ophthalmo¬ 
scope, for we not uncommonly meet with cases in which the diminution of 
vision cannot be accounted for by the iritis alone, and an examination 
reveals the existence of a retinitis, or a choroiditis, or both. In some 
cases all the tissues of the eye, with perhaps the exception of the lens, are 
involved in the inflammatory process, and in these instances it is often 
impossible to make an ophthalmoscopic examination. Hutchinson thinks 
that the coexistence of iritis with inflammation of the deeper textures of 
the eyeball is exceptional, and says that in a majority of cases of choroid¬ 
itis under his observation, no iritis was present. This has not been my 
experience; on the contrary, so common has been the complication of 
choroiditis or retinitis with iritis in my public and private practice, that I 

1 Amer. Journ. Med. Sci., April, 1866, page 378. 2 Ibid., vol. li. p. 543. 



